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Abstract 
 
While a number of studies have focused on the morbidity of psychiatric 
populations, little research has sought to understand the role of stress and 
psychological health of young people. In the United Arab Emirates, the 
conceptualization of mental health is still developing. Personal factors resulting 
from unmet childhood needs that, in turn, affect the extent to which individuals 
experience elevated levels of stress, burnout and mental health concerns in later 
life may be a worthwhile avenue to explore. The present study aimed to explore 
the contribution of Early Maladaptive Schemas (EMS), derived from the Schema 
Therapy Model, in the later development of anxiety, depression, and academic 
burnout in a sample of 100 female young adults residing in the United Arab 
Emirates.  Using descriptive, independent t-tests and discriminant function 
analyses findings  revealed a predictive relationship between EMS and the later 
development of high academic burnout, depression and anxiety. Specifically, 
subjugation showed the highest predictive significance for high burnout rates 
(p<.05). Vulnerability to harm and illness was significantly predictive of 
symptoms of severe depression (p<.05), while enmeshment was highly predictive 
of symptoms of anxiety (p<.05). The outcomes of this study may be used to 
inform the design of treatment foci for those experiencing these mental health 
conditions and, more widely, the design of mental health awareness initiatives 
among young adults.  
Keywords: Mental health, EMS, Academic Burnout, Anxiety, Depression. 
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 )cibarA ni( tcartsbA dna eltiT
 الأكاديمي والإرهاق والقلق الاكتئاب تطور في المبكرة التكيف سوء مخططات دور
 الملخص
في حين ركزت عدد من الدراسات على نسبة انتشار الاضطرابات النفسية بين السكان، سعت 
في دولة الإمارات العربية  .القليل من الأبحاث لفهم دور الإجهاد والصحة النفسية عند الشباب
المتحدة، لا يزال مفهوم الصحة العقلية يتطور. العوامل الشخصية الناتجة عن عدم تلبية 
احتياجات الطفولة والتي بدورها تؤثر على مدى ارتفاع مستوى التوتر والإجهاد ومخاوف 
 .مام لاكتشافهاالصحة العقلية لدى الأفراد في حياتهم لاحقًا، قد تكون وسيلة جديرة بالاهت
هدفت الدراسة الحالية إلى استكشاف مساهمة المعتقدات الخاطئة المبكرة الحدوث                
 ، والمستمدة من نموذج العلاج بالمعتقدات)SME( samehcs evitpadalam ylrae
تطور القلق والاكتئاب والإجهاد الأكاديمي لدى عينة  في )ledoM yparehT amehcS(
 001تم اختيار عينة عشوائية من  .البالغات المقيمات في الإمارات العربية المتحدةالشابات 
طالبة في علم النفس من جامعة الإمارات العربية المتحدة. تم استخدام التحليل 
 -t tnednepedni( ، اختبار لمقارنة متوسط عينتين مستقلتين)evitpircseD(الوصفي
ملّخص  .لتحليل البيانات )sisylana noitcnuf tnanimircsid(، والتحليل التمييزي )tset
وسعيها في تطور  )SME(النتائج بيَّن العلاقة التنبئية للمعتقدات الخاطئة المبكرة الحدوث 
الإجهاد الدراسي العالي، والاكتئاب والقلق. أظهر أيًضا إخضاع المعتقدات الخاطئة المبكرة 
قابلية التعرض للضرر والمرض  )50. >p( ادتنبًؤا عاٍل لمعدلات الإجه )SME(الحدوث
بينما أظهر التعلق أو  )50.>p(.أظهرت تنبوًّ ا ذو دلالة إحصائية لأعراض الاكتئاب الحاد
نتائج الدراسة أظهرت تصميم بؤر .)50. >p( تنبًؤا لأعراض القلق tnemhsemneالتشابك 
طاق أوسع، الإفصاح عن العلاج لأولئك الذين يعانون من هذه الحالات العقلية. وعلى ن
 .مبادرات التوعية بالصحة العقلية بين الشباب
 الصحة العقلٌة، مخططات سوء التٌك المبكر، الإنطفاء الأكادًٌم، القلق، مفاهيم البحث الرئيسية:
  ب.الاكتئا
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Chapter 1: Introduction 
 
1.1 Overview 
Piaget (1936) defined the basic mental processes which people use to make sense 
of information as ‘cognitive structures’. The concept of schema was then introduced 
by Piaget as part of cognitive structures (Guner, 2017). He believed that adults do not 
grasp a new set of ideas all at once. Instead we learn new information slowly by 
attaching the new information with meanings from prior experiences (Almy & 
Genishi, 1979).  
 In later studies, Beck, Rush, Shaw, and Emery  (1979) used the term ‘schema’ 
to describe core beliefs and conditional beliefs. He assumed that negative and stressful 
experiences during childhood may lead to the consolidation of maladaptive core 
beliefs in individuals or cognitive schemas, which determine affect and behavior of 
the individual later in life.   
This theory was later extended by Young, Klosko, and Weishaar (2003). They 
mentioned that, individuals early in life develop schemas that are defined as patterns 
of expectations that, influence the interpretation of events and guide individuals’ 
responses in present situations. According to Young and colleagues (2003), early 
maladaptive schemas (EMS) refer to self-defeating emotional and cognitive patterns 
that result from unmet ‘core emotional needs’ and toxic childhood experiences that 
perpetuate throughout the individual’s life. 
Schemas, developed from unmet needs in childhood, traumatic incidents, 
maladaptive environments and the internalization of others schemas, can later generate 
maladaptive interpretations of life experiences or dysfunctional behaviors that provoke 
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further difficulties in the quality of life of the individual. Young et al. (2003) proposed 
the existence of 18 EMS that begin in early life, and later become a repetitive pattern 
in adulthood.  
When activated by situations relevant to that particular schema, they can 
generate negative interpretations or unhelpful behaviors, ultimately culminating in 
depression, anxiety, substance abuse, or similar problems (Young & Brown, 2003). 
Each domain as its own meaning and classification of schemas (see Table 1 for 
description of each schema).  
According to Young and colleagues (2003), the disconnection/ rejection 
schema domain includes schemas involving the expectation that one’s needs for 
acceptance and respect will not be predictably fulfilled. The domain of impaired 
autonomy consists of expectations about oneself and the environment that interfere 
with one’s perceived capacity to function independently or perform successfully 
(Calvete et al., 2013a). The authors also describe the domain of other-directedness to 
consist of an extreme focus on other’s desires, at the expense of one’s own need. 
The over-vigilance and inhibition domain is characterized by views that one must 
suppress feelings and impulses in order to meet high internalized expectations of 
behavior (Young et al., 2003). Lastly, Young describes schemas in the impaired 
limits domain, as deficiencies in internal limits, respect and responsibility to others, or 
meeting realistic personal goals. 
EMS have been implicated in the emergence of various psychological 
problems in both adults and adolescent samples. Core maladaptive schemas have been 
successfully identified in adult patients suffering from various forms of 
psychopathology including personality disorders (Barazandeh, Kissane, Saeedi, & 
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Gordon, 2016), substance misuse (Shorey, Stuart, & Anderson, 2013), aggression 
related disorders (Baker & Beech, 2004), anxiety disorders (Koerner, Tallon, & 
Kusec, 2015), depression (Renner, Lobbestael, Peeters, Arntz, & Huibers, 2012), 
eating disorders (Unoka, Tölgyes, Czobor, & Simon, 2010), and posttraumatic stress 
disorder (Cockram, Drummond, & Lee, 2010).  
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Table 1: Brief description of the five schema domains and all 18 maladaptive 
schemas 
EMS DESCRIPTION 
Disconnection and Rejection 
 
Abandonment/instability 
(AB) 
 
The expectation that one’s desire for emotional 
support, nurturance, empathy or protection by 
others will not be met. 
 
Mistrust/abuse (MA) 
 
The belief system involving the sense that others 
will intentionally hurt, abuse, humiliate, cheat, lie 
manipulate, take advantage, or neglect. 
 
Emotional deprivation (ED) 
 
The belief that one's standard for emotional support 
will not be met by others. 
 
Defectiveness/shame (DS) 
 
The feeling that one is defective, bad, unwanted, 
inferior, or unworthy, accompanied by 
hypersensitivity to criticism, rejection, and blame. 
 
Social Isolation/alienation 
(SI) 
 
The belief that one is isolated from other people; 
the feeling of not being a part of any groups. 
 
Impaired autonomy and performance 
 
Dependence/incompetence 
(DI) 
 
The belief that one cannot handle daily 
responsibilities without the help of others. 
 
Vulnerability to harm or 
illness (VH) 
 
Exaggeration of fear that catastrophe will strike at 
any time; the catastrophes may be medical, 
emotional, or external. 
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Table 1: Brief description of the five schema domains and all 18 maladaptive 
schemas (Continued) 
Enmeshment/underdeveloped 
self (EM) 
 
The feeling like one must please others at the 
expense of self or social development. 
 
Failure (FA) 
 
The belief that one has failed or will fail in 
everything. 
 
Other-Directedness 
 
Subjugation (SB) 
 
Surrendering of control to others to avoid negative 
consequences. 
 
Self- sacrifice (SS) The excessive focus of meeting others desire at the 
expense of one’s own gratification. 
 
Over vigilance and inhibition 
 
Negativity/pessimism (NP) 
 
An overemphasis on the negative aspects of life or 
things that could go wrong, and neglecting positive 
aspects of life. 
 
Overcontrol/emotional 
inhibition (EI) 
 
It involves the inhibition of actions, feelings, or 
communications to avoid negative consequences. 
 
Unrelenting standards/hyper 
criticalness (US) 
 
Feeling like one must strive to meet very high 
personal standards, to avoid criticism, leading to 
hyper criticalness toward self and/or others. 
 
Punitiveness (PU) 
 
The belief that people should face consequences for 
their mistakes. 
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Table 1: Brief description of the five schema domains and all 18 maladaptive 
schemas (Continued) 
Impaired limits  
Entitlement/grandiosity (EN) 
 
 
 
The belief that one is superior to others, which 
allows one to have special rights and privileges. 
 
Insufficient self-control/self-
discipline (IS) 
 
The conflict between life goals and low self- 
control, perhaps seeking comfort instead of trying 
to perform daily responsibilities. 
 
Arab societies are highly diverse and consist of heterogeneous systems of 
social differentiation based on ethnic, linguistic, sectarian, familial, tribal, regional, 
socioeconomic and national identities. The United Arab Emirates (UAE) covers 
32,278 square miles (83,600 square kilometers) and is located on the Arabian (Persian) 
Gulf. The UAE consists of the seven small emirates of Abu Dhabi, Dubai, Sharjah, 
Ras Al-Khaimah, Ajman, Umm Al-Quwain, and Fujairah, which were united on 2nd 
December, 1971, as a federal state (Codrai, Ronald, 1999). The country has a rich 
culture and heritage that reflects traditional Arab and Islamic values. UAE society is 
family- and kin-oriented. Tribal kinship units play a significant role in social 
identification and one's standing in the community (Countries & their culture, 2019). 
For the purpose of this research, it is important to understand the gender roles instilled 
in this country. 
Gender differences in these Arab societies tend to remain strongly defined, and 
the social structure is male dominant. Arab women, particularly in a Muslim society, 
have been socially constructed by some as powerless, subservient and submissive (Al-
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Haj, 1987). However, modern economic roles and social status mirror both revolution 
and continuity for women. The UAE endorses gender equality, guaranteeing equal 
rights for both sexes (Commisceo, 2019). Women are awarded the same legal status, 
access to education and employment, claim to titles and the right to inherit property. 
According to the World Economic Forum (2016), the UAE are a leading country in 
the region for equality. More than 70% of women opt for further education and many 
choosing to study science, technology, engineering and mathematics. Although there 
is a visible endorsement of equality of the sexes on the part of the government 
however, there remains some disparity, when it comes to involvement in politics and 
religious affairs.  
Amongst the Gulf countries, the UAE is the most proactive in mental health 
research. However, with mental illness being largely stigmatized within Arab 
populations, the psychological and sociocultural determinants of mental health remain 
largely unexplored (Osman & Afifi, 2010; Al Karam & Haque, 2015; Al Darmaki & 
Sayed, 2009; Sayed, 2003; Bagasra & Mackinem, 2014). The UAE is characterized by 
rapid socio-cultural change and urbanization and has led to widespread access to 
western education which, some scholars propose, is likely to have influenced mental 
health beliefs among college-aged young adults in this location (Al Darmaki et al., 
2016; Vally, Cody, Albloshi, & Alsheraifi, 2018).  
Attending college or university is considered a highly prized experience that is 
characterized by creativity, knowledge, individuality, independence, success and 
uniqueness. It is often seen to be an important transition from boisterous adolescence 
to a more sophisticated adulthood. However, the transition does not always progress 
smoothly. The college experience can be very challenging for many students, 
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especially those who are living far away from home, and can be compounded by 
academic pressure, financial difficulties, problems in relationships, and career 
indecision (Krofol et al., 2018), leading to burnout and other mental health issues.  
Anxiety and depression continue to be a growing issue in the UAE. Surveys 
conducted in the UAE have found that depression affects approximately 4-5% of the 
population, while 18-20% are affected by some form of anxiety disorder (Wyne, 
2017).  Coupled with the consequences for these two clinical disorders, there is the 
added result to the deterioration of healthy living. In this scenario, the study examines 
academic burnout to be one of its consequences. It is necessary to explore the potential 
factors that may contribute to the onset of such disorders such that targeted 
preventative strategies can be developed. Despite extensive research on defining EMS 
as one of the causal factors of depression, anxiety and academic burnout, there seems 
to be no existing literature in the UAE on this matter. The purpose of this study is to 
explore the most prevalent EMS and their effects in academic burnout. The study also 
attempts to discover if early maladaptive schemas can be classified as possible 
determinants of anxiety and depression, in undergraduate female students, studying at 
the United Arab Emirates University. 
1.2 Literature Review 
1.2.1 EMS in Relation to Depression 
Depression is characterized by an intense feeling of sadness, hopelessness, and 
worthlessness, and suicidal ideation (American Psychiatric Association, 2013). 
Several studies that have sought to investigate and establish the cognitive basis of 
depression propose that certain cognitive factors (e.g., early maladaptive schemas, 
negative inferences made about stressors) increase the risk of developing depression, 
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particularly when the individual is exposed to situations characterized by increasing 
levels of stress (Mateos-Perez et al., 2015).  
Aaron Beck, one of the pioneers in the Cognitive Therapy proposed a 
hierarchical structure of cognitions in which different cognitive influences contribute 
risk to affective disorders (Beck et al., 1979). The deepest level in Beck’s cognitive 
hierarchy consists of stable cognitive patterns, or schemas, two of which were 
mentioned as: sociotropy and autonomy. Sociotropy is referred to as a schema 
categorized by beliefs and attitudes that attach great importance to social relations. The 
autonomy schema on the other hand, involves beliefs about the need for independence 
and achievement. According to this theory, when cognitive schemas are activated, they 
guide information processing as well as the resulting cognitive products (Beck, 1983). 
In later years, Young and his colleagues (2003) extended this theory in their 
schema model, by describing these schemas or EMS as pervasive patterns composed 
of memories, emotions, beliefs and bodily sensations. A number of studies have since 
sought to test the validity of the theory and the potential predictive nature it may play 
in the development of depression and other psychopathological symptoms. These 
studies are reviewed below. 
EMS have been shown to have a relationship with mental illness. Several 
studies have found that failure, emotional deprivation, and abandonment are connected 
to the severity of depressive symptoms (Glaser et al., 2002; Stopa et al., 2001; Welburn 
et al., 2002; Renner et al., 2012). EMS have been shown to be associated with 
functional impairment, depression, poor treatment, and difficult course of treatment in 
individuals with depression and bipolar disorder (Ball et al., 2003; Newman et al., 
2002; Nilsson, 2012; Renner et al., 2012; Rezaei & Ghazanfari, 2016). Depression and 
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suicidality in individuals with suicide attempts have also been linked to EMS 
(Ahmadpanah et al., 2017; Dale et al., 2010; Flink et al., 2017). One study showed that 
the entitlement and defectiveness schemas were associated with current suicidal 
ideation, while entitlement and social isolation were related to lifetime suicide attempts 
in bipolar patients (Khosravani et al., 2018).  
Two studies found higher scores on measures of EMS for depressive patients 
compared to non-depressed participants (Halvorsen et al., 2009; Shah & Waller, 2000). 
Another study found that currently depressed individuals scored significantly higher 
on the domains of disconnection and rejection, impaired autonomy, and over-vigilance 
(Riso et al., 2003). Evidence suggests that the defectiveness and shame schema and 
the insufficient self-control schema are key EMS specific to depressive symptoms 
(Provencher & Hawke, 2011). Davoodi et al. (2018), showed five domains and all 
specific EMS with the exception of enmeshment and undeveloped self, unrelenting 
standards, and self-sacrifice were significantly and positively related to depressive 
symptom severity. 
Studies that have prospectively demonstrated an association between EMS and 
depression show that EMS predict a sizeable variance of future depressive symptoms 
(Calvete et al., 2013a; 2013b). Several studies show that EMS in depressed patients 
remain relatively stable, and in particular for the domains of impaired limits, 
disconnection and rejection, and impaired autonomy and performance (Glaser et al., 
2002: Halvorsen et al., 2010; Renner et al., 2012; Riso et al, 2006; Wang et al., 2010; 
Welburn et al., 2002). Given these findings, maladaptive schemas may represent an 
underlying cognitive vulnerability in relation to depression (Cámara & Calvete, 2012; 
Halvorsen et al., 2009, 2010; Lumley & Harkness, 2007; Renner et al., 2012; Wang et 
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al., 2010). Most studies have focused on adolescent and psychiatric patient 
populations. Thus, this study aims to examine whether EMS and its association to 
depression can be found in the young adult population.  
1.2.2 EMS in Relation to Anxiety 
Anxiety is a feeling of constant irrational fear or worry. It affects individuals 
in different ways and can be caused by a range of varying stressors. A study completed 
on a sample of college students in Arab countries showed a high prevalence of 
generalized anxiety disorder, 36.1%, compared to the USA where 15.9% of the sample 
satisfied the criteria for the diagnosis (Kronfol et al., 2018). Another study showed 
female students to have higher rates of anxiety symptoms compared to male students 
in college (Al-Issa et al., 2000). Extensive research show the comorbidity of 
depression and social anxiety in adolescents and young adults (Essau et al. 1999; Ranta 
et al. 2009) with causal factors ranging from interpersonal-related stressors such as 
relationships with peers, romantic partners, and parents, to achievement-related 
stressors such as academic demands, sport performance, and the presence of emerging 
adult responsibility (Hankin et al. 2007; Mezulis et al. 2010). 
Delattre et al. (2004) showed that most EMS, and particularly emotional 
deprivation, social isolation, and dependence, are activated in people who experience 
anxiety disorders. From previous studies, three of the five schema domains have been 
related to depression and social anxiety, namely, disconnection/rejection, impaired 
autonomy and performance, and other-directedness (Calvete et al. 2013; Lumley & 
Harkness 2007; Van Vlierberghe et al. 2010). Within these domains, several schemas 
involve a high motivation to avoid rejection (e.g., need of acceptance schema), a 
negative view of oneself (e.g., defectiveness schema), and anticipation of failure (e.g., 
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failure schema), which are characteristic of social anxiety (Hofmann, 2007; Stopa & 
Clark, 2000; Wells, 1997). The domain of impaired autonomy and performance 
describes individuals, in part, who hold beliefs that they will be unable to survive, 
separate, perform successfully, and function independently, and that they are 
vulnerable to bad things happening to them, thus being an associative factor to 
symptoms of anxiety (Young et al., 2003). 
There have been several  studies that show EMS to be linked with symptoms 
of anxiety and related disorders, such as social phobia (Pinto-Gouveia, Castilho, 
Galhardo & Cunha, 2006), post-traumatic stress disorder (Cockram, Drummond, & 
Lee, 2010), panic disorder with agoraphobia (Hedley, Hoffart & Sexton, 2001), 
obsessive compulsive disorder (Atalay, Atalay, Karahan, & Caliskan, 2008), and 
general symptoms of anxiety (Delattre et al., 2004; Hawke & Provencher, 2011). 
Schmidt and colleagues (1995) found schemas within the domains of impaired 
autonomy and performance, over-vigilance and inhibition to account for 34% of the 
variance in symptoms of anxiety. In particular, impaired autonomy and performance 
were seen to be prone to generalized anxiety disorder (GAD) (Shorey et al., 2015), 
given that some of the core features of GAD are excessive worrying about several life 
circumstances, such as health, relationships, and work (American Psychiatric 
Association, 2000). 
The other-directedness domain includes the schemas of subjugation and 
approval seeking. Subjugation in general, involves an excessive surrendering of 
control to others usually to avoid rejection or abandonment whereas approval-seeking 
reflects an emphasis on gaining approval from other people. Accordingly, Orue and 
colleagues (2014) found that adolescents with high motivation to make a good 
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impression on others and to avoid rejection will brood about the things that happen to 
them or about their feelings in a way that leads them to experience both depression 
and social anxiety symptoms. Similar results were found by Nepon et al. (2011) in a 
sample of undergraduates. They found that higher scores in perfectionism lead to 
interpersonal rumination which, in turn, lead to depressive and social anxiety 
symptoms.  
 According to schema theory (Young et al., 2003), the association between early 
maladaptive schemas and psychological symptoms is mediated by the use of 
maladaptive coping styles, such as overcompensation, avoidance, and surrender. 
These coping styles correspond to basic responses to threat (i.e., fight, flight, and 
freeze, respectively), which are pertinent to understand anxiety and its causes, thus 
making this study vital, to understanding deeper relationships between EMS and 
anxiety in general.  
1.2.3 EMS in Relation to Academic Burnout 
Students are required to cope with and successfully manage a variety of inter-
personal, social and academic challenges, that are often accompanied by a measurable 
degree of stress. Although in some situations, stress can be seen a protective and 
motivational drive, commonly it is perceived in a negative light. This stress can affect 
both health and academic performance in students. Studies indicate that stress is a 
significant predictor of psychological symptoms in college students and can manifest 
as anxiety and depressive symptoms (Amutio & Smith, 2007; Morrison & O’Conner, 
2005). Apart from poor academic performance, another issue in students is ‘academic 
burnout’. Pines and colleagues (1981) indicated that college students have middle to 
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upper levels of burnout and that it unfavourably affects student learning and 
performance.  
Burnout refers to a state of emotional exhaustion, a tendency toward 
depersonalization, and a feeling of low personal accomplishment (Maslach et al., 
2001). Academic burnout on the other hand, is regarded as an extension of career 
burnout in which students, because of course stress, course load, or other psychological 
factors, display a state of emotional exhaustion, a tendency towards depersonalization, 
and a feeling of low personal accomplishment (Balogun et al., 1996; Lingard et al., 
2007; Yang, 2004; Zhang et al., 2007). It can lead to higher absenteeism, lower 
motivation to do required work, and a higher percentage of dropout (Meier & 
Schmeck, 1985). In addition, the experience of professional and academic burnout 
significantly affects mental well-being and is related to self-reported symptoms of 
depression and anxiety (Brooks et al., 2002; Peterson et al., 2008; Smith & Moss, 
2009; Soares, Grossi, & Sundin, 2007).  
EMS are beliefs and patterns that are developed in childhood/adolescence and 
influence our interpretations and perceptions of others, the world, and ourselves 
(Young, Klosko, &Weishaar, 2003). Bamber & McMahon (2008) assessed 249 
individuals ranging from doctors, nurses, managers, and clinical psychologists. 
According to the results, all 18 EMS were predictive of higher levels of emotional 
exhaustion, greater occupational stress, and higher number of sick days due to illness 
across all health professions. These findings suggest that EMS plays a role in 
predicting vulnerability to burnout. Early findings have identified that unrelenting 
standards (US) and self-sacrifice (SS) are the EMS most highly endorsed by trainees 
(Wyman, 2011) and other mental health professionals (Arntz & Jacob, 2013; 
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Saddichha, Kumar, & Pradhan, 2012). SS is associated with a “greater sensitivity to 
others’ suffering and a tendency to take responsibility for others at the expense of one’s 
own health” (Young & Klosko, 1993). US is characterized by “high-internalized 
standards in an attempt to avoid potential criticism from others”. This may take the 
form of perfectionistic and rigid expectations of the self around performance and 
responsibility (Young et al., 2003). Kaeding and colleagues (2017) found the most 
significant EMS that predicted high burnout among trainee psychologists were the 
dependence, US, social isolation and insufficient self-control EMS.  
Although academic burnout and work burnout have been extensively 
researched in association to life-stress (Lin & Huang, 2013), engagement (Schaufeli et 
al., 2002) social support, academic achievement, and self-efficacy (Yang, 2004), there 
is minimal evidence of its relation to EMS. Moreover, the research base in the UAE is 
non-existent.   
1.2.4 Gender Differences 
Consistent with previous studies, girls scored higher than boys in early 
maladaptive schemas (Calvete et al., 2013), depressive symptoms (Hankin et al, 2008) 
and social anxiety symptoms (Olivares et al., 2006). Girls' higher scores in depressive 
and social anxiety symptoms could be influenced by their higher scores on early 
maladaptive schemas (Orue, 2014). Research shows that adult females exhibit higher 
levels of schemas within the disconnection/rejection, autonomy, and others-
directedness domains (Shorey et al., 20123 Welburn et al., 2002). Various schemas of 
the disconnection/ rejection domain were associated more strongly with anxiety in 
women than in men (Camara & Calvete, 2012). Furthermore, most studies (Frazier & 
Schauben, 1994; Gadzell & Baloglu, 2001; Hudd et al., 2000; Misra & McKean, 2000; 
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Weckworth & Flynn, 2006) have indicated that female students experience higher 
levels of academic burnout than males. Thus, the present study aimed to extend the 
limited research base to a sample of female young adults. 
1.3 Research Questions, Aims and Hypothesis 
The aim of the present study is to investigate whether the presence of a 
particular EMS predicts high levels of burnout in a sample of college-aged, female 
young adults residing in the UAE. Furthermore, the current study aimed to explore the 
potential contribution of EMS in the later development of depression and anxiety in 
these young adults.  
The following exploratory research questions were investigated: 
• What are the most common EMS reported by the students with high versus low 
levels of burnout?  
• To what extent do EMS predict the likelihood of high burnout among female 
young adults? 
• To what extent do EMS predict the likelihood of anxiety in female young 
adults? 
• To what extent do EMS predict the likelihood of depression in female young 
adults? 
The following were the hypothesis of the research: 
H1. Mean scores for all EMS will be significantly higher in the high burnout group 
than in the low burnout group. 
H2. Self- reported EMS will significantly predict participants’ group membership 
into the high burnout group.  
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H3. Self- reported EMS will significantly predict participants’ group membership 
into the severe depression group.  
H4. Self- reported EMS will significantly predict participants’ group membership 
into the severe anxiety group.  
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Chapter 2: Methods 
 
2.1 Participants 
The present study recruited young female undergraduates within the age range 
of 18- 26 (N=100) from the United Arab Emirates University (UAEU). UAEU was 
established in 1976 and is the first and foremost comprehensive national 
university in the United Arab Emirates. Participants were given an extra course 
credit for participating in the study, by the research supervisor concerned.  
2.2 Materials 
In order to test the reliability of the measures used, Cronbach’s Alpha was 
administered and are deemed to have acceptable alpha reliability (Cortina, 1993) 
Each participant completed the following questionnaires 
a) Young Schema Questionnaire: EMS were measured using the Young 
Schema Questionnaire-Short Form (YSQ-SF; Young & Brown, 2003). 
Participants indicated how true each of the statements was using a 6-point 
Likert scale ranging from 1 (completely untrue of me’) to 6 (describes me 
perfectly). In research settings, a mean score of greater than 3 for any EMS 
is considered clinically relevant (Waller, Myer, & Ohanian, 2001). The 
YSQ-SF has demonstrated robust psychometric properties across several 
studies (Stopa, Thorne, Waters, & Preston, 2001; Waller et al., 2001). The 
YSQ-SF facilitates application while retaining the predictability of clinical 
disorders (Stopa, Thorne, Waters, & Preston, 2001). In the present study, 
Cronbach’s Alpha’s for the Young Schema Questionnaire- SF (α= 0.83). 
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b) Oldenburg Burnout Inventory (OLBI-S): OLBI-S was used to capture 
academic burnout. The OLBI-S consists of 16 items, eight of which measure 
the exhaustion dimension of burnout and eight measuring 
the disengagement dimension of burnout. An example item from the 
exhaustion subscale is: “There are days when I feel tired before I arrive at 
class or start studying.” A typical example of an item from the 
disengagement subscale is: “It happens more and more often that I talk about 
my studies in a negative way.” Participants were asked to respond to the 16 
scale items by using a scale that ranged from 1 (strongly agree) to 4 (strongly 
disagree) (Demerouti et al., 2010). Studies revealed that the OLBI-S is a 
psychometrically valid and reliable instrument for the assessment of burnout 
(Campos et al., 2012; Halbesleben & Demerouti, 2005). Reis et al. (2015) 
concluded that the OLBI-S was a robust instrument for the measurement of 
burnout in both contexts: work and academic. In this study, the Cronbach 
alpha of Oldenburg’s Burnout Inventory (α=.45), may not be completely 
reliable. This could be due to the number of questions, or scoring of the 
items. However, the scale has been proven to be internally consistent in 
previous studies, (Campos et al., 2012; Halbesleben, 2010; Halbesleben & 
Demerouti, 2005).  
c) Beck Anxiety Inventory (BAI): The BAI is a 21-question multiple-
choice self- report inventory that is used for measuring the severity 
of anxiety in children and adults. The BAI has shown acceptable 
psychometric properties in clinical as well as non- clinical populations 
(Osman et al., 2002). The questions used in this measure are targeted at 
eliciting the most common symptoms of anxiety that the subject has 
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experienced during the past week (Leyfer, Ruberg, & Woodruff-Borden, 
2006) by rating its presence from 0 (It did not bother at all) to 3 (I could not 
stand it). Cronbach’s Alpha’s for BAI in this study, is α= .84.  
d) Beck Depression Inventory (BDI): The BDI is a 21-question multiple-
choice self-report inventory, one of the most widely used psychometric 
tests for measuring the severity of depression. It is composed of items 
relating to symptoms of depression such as hopelessness and irritability, 
cognitions such as guilt or feelings of being punished, as well as physical 
symptoms such as fatigue, weight loss, and lack of interest in sex (Beck, 
1979). Each item is rated on a scale ranging from 0 (normal) to 3 (most 
severe). The total score can range between 0 and 63. Adequate content and 
factorial validity have been demonstrated, and diagnostic discrimination has 
also been established (Beck, Steer, & Brown, 1996). Cronbach’s Alpha’s for 
BDI-II in this study is α=.79.  
e) Demographics: The participants self-reported the following information: 
age, gender, country of residence, nationality, and the program that they are 
enrolled in. 
2.3 Procedure 
This study received ethical approval from the Social Sciences Research Ethics 
Committee in the Faculty of Humanities and Social Sciences (Reference number: 
ERS_2019_5859). Participants were then recruited via in-class announcements in 
psychology and general education undergraduate classes taught by the student’s 
primary supervisor during the spring semester, 2019. Participants were briefed about 
the study in-person, its purpose and informed of their rights and the researcher’s 
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responsibilities if they elected to participate (i.e. confidentiality, right to withdraw 
consent and discontinue, data safe-keeping). Those who agreed to participate were 
directed to a website link and completed an online survey administered via ‘Survey 
Monkey’.  Participants first completed an informed consent form that was displayed 
on the screen.  Clicking the ‘Agree’ button on the screen was taken as the provision of 
informed consent. Once the survey was completed, participants were debriefed as a 
group and invited to ask any follow-up questions.  
2.4 Data Analysis 
In order to analyze the results, all data was entered into SPSS and a number of 
analysis were conducted. Descriptive statistics was used to describe the population 
profile of the study. Cronbach’s Alpha was used to test the internal consistency 
(reliability) of all the measures used in the present study. To test the significance of 
difference of means, of the variables, independent sample t-test was used. Finally, 
discriminant function analysis was performed at the end, to find out the predictive 
significance of the independent variables to the outcome variables.   
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Chapter 3: Results 
 
The current study sought to analyze the predictive relationship between EMS, 
academic burnout, depression and anxiety in female young adults in the UAE. The 
following chapter reports results of analyses designed to test the research questions 
presented in Chapter 1. 
3.1 Profile and Statistics of Respondents 
The majority of respondents were Emirati (n=80), followed by Omani (n= 6), 
Syrian (n=1). The remaining participants (n=13) were from different nationalities. Of 
the population, 64% resided in Abu Dhabi, 11% in Ras Al Khaimah, 9% in Dubai, 6% 
in Sharjah and Fujairah each, respectively and lastly 4% in Ajman. See appendix B for 
a pie chart representation of nationality & city of residence.  
Data was collected from participants in different colleges at the University. Of 
the respondents, 54% were from the College of Humanities (n= 54), followed by 32% 
from College of Science (n= 32), 7% from College of Business (n= 7), 4% from 
College of Food & Agriculture (n= 4), 3% from College of law (n= 3). (See appendix 
B for graphical representation of colleges).  
Prevalence of Depression, Anxiety & Academic Burnout among the Respondents: 
In order to understand the prevalence of depression and anxiety in this sample, 
total averaged scores on the BDI-II and BAI were used to categorize participants into 
four levels. The following criteria was used for the BDI-II: 0-13 = Minimal, 14-19 = 
Mild, 20-28 = Moderate, and scores ranging between 29 and 63 were indicative of  
severe depression. For the BAI, the following criteria was used: a score between 0 and 
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7 was considered minimal; 8-15 was mild, between 16 and 25 was moderate, and 
scores between 26 and 63 was considered severe anxiety. 
Table 2. Illustrates the total scores for each classification on the BDI-II and BAI 
for the total population of females (N=100).  
Table 2: The frequency and percentages of scores from the Beck Depression  
Inventory and Beck Anxiety Inventory 
Rating Beck Depression Inventory Beck Anxiety Inventory 
Frequency Percentage Frequency Percentage 
Minimal 
 
- - - - 
Mild 
 
- - - - 
Moderate 
 
25 25% 10 10% 
Severe 75 75% 90 90% 
 
The majority of the respondents reported severe symptoms of depression (75%) and 
anxiety (90%). No respondent was classified as having experienced minimal or mild 
symptoms of depression or anxiety. 
Given that the OLBI-S does not make any explicit recommendations regarding 
the use of its scores for classifying participants into high or low groups of burnout, a 
medium split was used to stratify the sample into two groups. This resulted in 40% of 
the participants scoring in the low burnout group with scores that ranged from 0 to 41 
and 60% of the participants scoring in the high burnout group whose scores ranged 
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from 42 to 60. Table 3 shows the frequencies of participants following the 
classification of academic burnout into low and high scores using the OLBI-S. 
Table 3: The frequency and percentages of scores from the Oldenburg Burnout 
Inventory 
Rating  Oldenburg Burnout Inventory-S 
Frequency Percentage  
Low Burnout 
 
40 40% 
High Burnout 60 60% 
 
Figure 1. illustrates the percentage of respondents under high versus low 
burnout, by age. High burnout was seen in 32% of the respondents, whose age ranged 
from 22 to 26 years and, 28% of the respondents, whose age ranged from 18 to 21 
years. Low burnout was reported in 16% and 24% of respondents within the age range 
of 18 to 21 years and 22- 26 years, respectively.  
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Figure 1: Levels of burnout by age 
 
Figure 1. shows percentage of respondents reporting levels of symptoms of 
depression and anxiety, between the two burnout groups. The data supports the 
hypothesis that, participants with severe symptoms of depression (43%) and anxiety 
(46%), scored higher in the high burnout out group than low burnout group.  
An independent samples t-test was conducted to compare the differences in 
mean scores between levels depression and anxiety between the two burnout groups 
(see Table 4). Although there is a clear difference between the mean scores, both 
clinical pathologies show no statistically significant results (depression: t(98) = -.26, 
p > .05; anxiety: t(98) = -.21,  p > .05).  
 
 
 
 
 
24%
16%
28%
32%
0% 5% 10% 15% 20% 25% 30% 35%
18-21 years
22- 26 years
Level of Burnout by Age
High Burnout Low Burnout
26 
 
 
 
 
 
Figure 2: Percentage of respondents at each level of depression and anxiety stratified 
by burnout group 
 
Table 4: The independent sample t-test results for depression, anxiety and two groups 
of burnout 
Clinical 
Description 
Low Burnout High Burnout Significance 
 Mean (SD) Mean (SD) t  p 
Depression 35.0 (6.39) 35.4 (8.10) -.26  .794 
     
Anxiety 35.85 (8.05) 36.2 (8.08) -.21  .832 
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3.2 Independent Samples T-test   
An independent samples t-test was conducted to compare the differences in 
mean scores for each EMS between the low and high burnout groups. The high burnout 
group, when compared to the low burnout group, consistently reported higher mean 
scores for most EMS, however, the majority of the between comparisons were not 
statistically significant. The only comparison that emerged as statistically significant 
was for the ‘Insufficient Self – Control / Self- Discipline (IS)’ schema, t(98) = 2.08, p 
<.05. Table 5 illustrates the t-test results of the comparison between the high and low 
burnout groups for each EMS. 
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Table 5: Early maladaptive schema scores for low and high burnout groups 
EMS classification Low 
burnout 
High 
burnout 
Significance 
 
 Mean 
(SD) 
mean 
(SD) 
mean (SD) t p 
Emotional Deprivation 
(ED) 
 
2.91 
(1.27) 
2.9 (1.04) 3.1 (1.23) -.836 .405 
Abandonment (AB) 
 
3.45 
(1.15) 
2.82 
(1.31) 
2.97 (1.26) -.554 .581 
Mistrust/ Abuse (MA) 
 
3.08 
(1.32) 
3.25 
(1.23) 
3.59 (1.09) -1.461 .147 
Social Isolation (SI) 
 
2.69 
(1.41) 
2.95 
(1.37) 
3.17 (1.29) -.836 .405 
Defectiveness/ Shame 
(DS) 
 
2.8 (1.23) 2.37 
(1.21) 
2.9 (1.51) -1.864 .065 
Failure (FA) 
 
2.61 (1.1) 2.54 (1.1) 2.99 (1.2) -1825 .071 
Dependence/ 
Incompetence (DI) 
 
2.93 
(1.15) 
2.4 (1.12) 2.75 (1.07) -1.559 .122 
Vulnerability to Harm 
& Illness (VH) 
 
2.96 
(1.15) 
2.88 
(1.16) 
2.97 (1.16) -.394 .695 
Enmeshment (EM) 
 
2.75 
(1.16) 
2.92 
(1.36) 
2.98 (1.03) -.257 .798 
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Table 5: Early maladaptive schema scores for low and high burnout groups 
(continued) 
Subjugation (SB) 
 
3.58 
(1.02) 
2.52 
(1.04) 
2.9 (.99) -1.842 .068 
Self- Sacrifice (SS) 
 
3.49 (.98) 3.67 (.83) 3.53 (1.07) .721 .472 
Emotional Inhibition 
(EI) 
 
3.99 
(1.12) 
3.47 
(1.01) 
3.5 (1.2) -.145 .885 
Unrelenting Standards 
(US) 
 
3.59 
(1.08) 
4.06 
(1.26) 
3.95 (.95) .502 .617 
Entitlement (EN) 
 
3.59 
(1.24) 
3.77 
(1.33) 
3.47 (1.17) 1.185 .239 
Insufficient Self – 
Control / Self- 
Discipline (IS) 
3.4 (1.17) 3.1 (1.15) 3.56 (1.15) 2.088 .039* 
Note: Data are mean and SD; **p < .01; *p < .05. 
Independent samples t-test was conducted to compare the differences in the 
mean scores of all the EMS using groups of participants that were stratified by level 
of depression and anxiety (i.e., those classified as exhibiting either mild-moderate of 
severe psychopathology). For depression (see Table 6), those classified in the severe 
depression group reported higher mean scores for all EMS compared to participants in 
the mild to moderate depression group, with the exception of the EM and US schemas. 
Moreover, participants in the severe depression group consistently endorsed scores 
that were both higher than those in the comparison group and statistically significant 
for the following five schemas: social isolation (t(98) = -2.91, p < .001); defectiveness/ 
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shame (t(98) = -2.05, p < .001); vulnerability to harm and illness (t(98) = -3.26, p < 
.001); subjugation (t(98) = -2.26, p <  05) & emotional inhibition (t(98) = -2.23, p <  
05). 
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Table 6: Early maladaptive schemas scores for depression and anxiety 
EMS Depression Sig. Anxiety Sig. 
 Mild- 
Moderate 
Depression 
Severe 
Depression 
T- 
score  
Mild- 
Moderate 
Anxiety 
Severe 
Anxiety 
T- 
score  
Emotional 
Deprivation 
(ED) 
 
2.78 (1.10) 3.1 (1.17) -1.19  2.72 
(1.08) 
3.12 
(1.17) 
-1.52  
Abandonment 
(AB) 
 
2.57 (1.12) 3.02 (1.31) -1.52  2.67 
(1.29) 
2.99 
(1.27) 
-1.08  
Mistrust/ 
Abuse (MA) 
 
3.2 (.83) 3.54 (1.23) -1.28  3.24 
(1.12) 
3.52 
(1.16) 
-1.03  
Social 
Isolation (SI) 
 
2.44 (.73) 3.3 (1.41) -2.91** 2.97 
(1.09) 
3.12 
(1.4) 
-.47  
Defectiveness/ 
Shame (DS) 
 
2.19 (.97) 2.85 (1.5) -2.05* 2.2 (1.3) 2.85 
(1.42) 
-1.99* 
Failure (FA) 2.54 (1.44) 2.89 (1.15) -1.23  2.33 (.9) 2.96 
(1.29) 
-2.25 * 
Dependence/ 
Incompetence 
(DI) 
 
2.51 (.74) 2.65 (1.19) -.54  2.16 
(.83) 
2.76 
(1.14) 
-2.44* 
Vulnerability 
to Harm & 
Illness (VH) 
 
2.31 (1.04) 3.14 (1.12) -3.26** 2.48 
(1.0) 
3.08 
(1.17) 
-2.28* 
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Table 6: Early maladaptive schemas scores for depression and anxiety (continued) 
Enmeshment 
(EM) 
 
3.18 (1.18) 2.88 (1.16) 1.09  2.42 
(.98) 
3.14 
(1.17) 
-
2.74** 
Subjugation 
(SB) 
 
2.36 (1.01) 2.88 (1.00) -2.26* 2.29 
(.78) 
2.9 
(1.05) 
-
2.65** 
Self- Sacrifice 
(SS) 
 
3.4 (.91) 3.65 (1.00) -1.1  3.52 
(.99) 
3.61 
(.98) 
-.398  
Emotional 
Inhibition (EI) 
 
3.06 (.95) 3.63 (1.14) -2.23* 2.88 
(1.0) 
3.96 
(1.09) 
-
3.23** 
Unrelenting 
Standards 
(US) 
4.0 (1.03) 3.99 (1.1) 0.53  4.2 (1.2) 3.9 
(1.04) 
1.07  
Entitlement 
(EN) 
 
3.5 (1.12) 3.61 (1.28) -.38  3.67 
(1.37) 
3.56 
(1.2) 
.379  
Insufficient 
Self – Control 
/ Self- 
Discipline (IS) 
3.19 (1.2) 3.46 (1.16) -1.0  3.56 
(1.39) 
3.34 
(1.09) 
.825  
Note: Data are mean and SD; **p < .01; *p < .05. 
When examining anxiety scores, participants in the severe anxiety group 
reported higher mean scores for all EMS compared to those in the mild to moderate 
anxiety group, with the exception of the EN, U, IS, and SB schemas. There were 
statistically significant differences in means scores of the following schemas: 
defectiveness/shame (t(98) = -1.99, p < .05); failure (t(98) = -2.25, p < .05); 
dependence/incompetence (t(98) = -2.44, p < .05); vulnerability to harm & illness 
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(t(98) = -2.28, p < .05); enmeshment (t(98) = -2.74, p < .001); subjugation (t(98) = -
2.65, p < .001) & emotional inhibition (t(98) = -3.23, p < .001). 
3.3 Discriminant Function Analysis   
Three separate discriminant function analyses were conducted to identify how 
accurately EMS could predict group membership of (1) high burnout, (2) severe 
depression, and (3) severe anxiety, respectively. 
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Table 7: Discriminant analysis of EMS with high burnout 
Early Maladaptive Schemas Canonical 
Correlation 
Wilk’s 
Lambda 
Significance 
level (.05) 
Emotional Deprivation (ED) 
 
-.276 .998 .668 
Abandonment (AB) 
 
-.483 .996 .534 
Mistrust/ Abuse (MA) 
 
.187 .950 .025* 
Social Isolation (SI) 
 
.319 .990 .312 
Defectiveness/ Shame (DS) -.011 .979 .146 
 
Failure (FA) 
 
-.674 .993 .418 
Dependence/ Incompetence (DI) 
 
.713 .948 .023* 
Vulnerability to Harm & Illness (VH) 
 
-.255 .994 .428 
Enmeshment (EN) 
 
.438 .969 .078 
Subjugation (SB) 
 
.938 .934 .010* 
Self- Sacrifice (SS) 
 
-.101 .986 .248 
Emotional Inhibition (EI) -.117 .992 .372 
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Table 7: Discriminant analysis of EMS with high burnout (continued) 
Unrelenting Standards (US) 
 
.308 .954 .031* 
Entitlement (EM) 
 
-.445 .999 .734 
Insufficient Self – Control / Self- 
Discipline (IS) 
.281 .969 .080 
Note: Data are mean and SD; **p < .01; *p < .05. 
By examining the above data (Table 7), four of the fifteen EMS, showed a 
significant relationship with regard to group membership into the high burnout group. 
Of these, MA shows the least predictive relationship to high burnout (r = .19, p  < .05), 
while SB shows the greatest predictive power (r = .94, p < .05). Overall, the tested 
discriminant model was significant indicating that the use of EMS allows one to 
reliably predict the outcome variable, high burnout. The model was able to correctly 
predict 81.7% of respondents’ group membership in the high burnout group (see Table 
8).  
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Table 8: Predicted group membership in level of burnout 
  Level of Burnout Low 
Burnout 
High 
Burnout 
Total 
Original Count Low Burnout 
 
22 18 40 
  High Burnout 
 
4 56 60 
 % Low Burnout 
 
55.0 45.0 100.0 
  High Burnout 6.7 93.3 100.0 
Cross- 
Validated 
Count Low Burnout 18 22 40 
  High Burnout 
 
11 49 60 
 % Low Burnout 
 
45.0 55.0 100.0 
  High Burnout 18.3 81.7 100.0 
 
Next a stepwise discriminant analysis was conducted to determine how accurately 
EMS predicted membership of the severe depression group.  
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Table 9: Discriminant analysis of EMS with severe depression 
Early Maladaptive Schemas Canonical 
Correlation 
Wilk’s 
Lambda 
Significance 
level 
Emotional Deprivation (ED) 
 
.258 .988 .287 
Abandonment (AB) 
 
.474 .992 .378 
Mistrust/ Abuse (MA) 
 
-.606 .979 .148 
Social Isolation (SI) 
 
.028 .997 .568 
Defectiveness/ Shame (DS) 
 
-.118 .995 .470 
Failure (FA) 
 
.423 .905 .002** 
Dependence/ Incompetence (DI) 
 
-.461 1.000 1.000 
Vulnerability to Harm & Illness (VH) 
 
.711 .927 .007** 
Enmeshment (EM) 
 
-.519 .951 .027* 
Subjugation (SB) 
 
-.087 .962 .052* 
Self- Sacrifice (SS) 
 
-.197 .993 .415 
Emotional Inhibition (EI) .123 1.000 1.000 
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Table 9: Discriminant analysis of EMS with severe depression (continued) 
Unrelenting Standards (US) 
 
.343 .999 .738 
Entitlement (EN) 
 
-.183 .979 .148 
Insufficient Self – Control / Self- 
Discipline (IS) 
-.061 .999 .823 
Note: Data are mean and SD; **p < .01; *p < .05. 
Table 9, shows that four of the fifteen EMS exhibited a significant relationship 
with regard to group membership into the severe depression group. SI shows the least 
predictive relationship to severe depression, however it is not statistically significant 
to our analysis (r = .02, p < .05).  However, SB shows the least predictive relationship 
(r = .0.90, p < .05) to severe depression, while VH shows the greatest prediction (r = 
.71, p < .001).  Overall, all EMS predict the outcome variable, at a significance of (p 
= .08), indicating 92% of respondents group membership into severe depression (see 
Table 10).  
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Table 10: Predicted group membership in level of depression 
  Level of 
Depression 
Mild- 
Moderate 
Depression 
Severe 
Depression 
Total 
Original Count Mild- Moderate 
Depression 
 
12 13 25 
  Severe 
Depression 
 
4 71 75 
 % Mild- Moderate  
Depression 
 
48.0 52.0 100.0 
  Severe 
Depression 
5.3 94.7 100.0 
Cross- 
Validated 
Count Mild- Moderate 
Depression 
 
10 15 25 
  Severe 
Depression 
 
6 69 75 
 % Mild- Moderate 
Depression 
 
40.0 60.0 100.0 
  Severe 
Depression 
8.0 92.0 100.0 
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Table 11: Discriminant analysis of EMS with severe anxiety 
Early Maladaptive Schemas Canonical 
Correlation 
Wilk’s 
Lambda 
Significance 
level 
Emotional Deprivation (ED) 
 
.178 .988 .287 
Abandonment (AB) 
 
-.019 .992 .378 
Mistrust/ Abuse (MA) 
 
-.906 .979 .148 
Social Isolation (SI) 
 
-.365 .987 .253 
Defectiveness/ Shame (DS) 
 
.412 .928 .007** 
Failure (FA) 
 
.049 .976 .125 
Dependence/ Incompetence (DI) 
 
.003 .961 .048* 
Vulnerability to Harm & Illness (VH) 
 
.244 .955 .034* 
Enmeshment (EM) 
 
.765 .904 .002** 
Subjugation (SB) 
 
.089 .981 .167 
Self- Sacrifice (SS) 
 
 
-.442 .993 .415 
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Table 11: Discriminant analysis of EMS with severe anxiety (continued) 
Emotional Inhibition (EI) 
 
-.136 1.000 1.000 
Unrelenting Standards (US) 
 
.358 .999 .738 
Entitlement (EN) 
 
.226 .998 .631 
Insufficient Self – Control / Self- 
Discipline (IS) 
-.097 .999 .823 
Note: Data are mean and SD; **p < .01; *p < .05. 
By examining Table 11, four of the fifteen EMS, show a significant 
relationship with regard to group membership into the severe anxiety group. DI shows 
the least predictive relationship (r = .00, p < .05) to severe depression, while EM shows 
the greatest prediction (r = .77, p < .001).  MA shows the highest predictive 
relationship to severe anxiety, however it is not statistically significant to our analysis 
(r = .9, p > .05). Overall, all EMS predict the outcome variable at a significance of (p 
= .02), indicating 84% of respondents group membership into severe anxiety (see 
Table 12).  
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Table 12: Predicted Group Membership In Level of Anxiety 
  Level of Anxiety Mild- 
Moderate 
Anxiety 
Severe 
Anxiety 
Total 
Original Count Mild- Moderate 
Anxiety 
 
13 12 25 
  Severe Anxiety 
 
4 71 75 
 % Mild- Moderate 
Anxiety 
 
52.0 48.0 100.0 
  Severe Anxiety 5.3 94.7 100.0 
Cross- 
Validated 
Count Mild- Moderate 
Anxiety 
 
13 12 25 
  Severe Anxiety 
 
12 63 75 
 % Mild- Moderate 
Depression 
 
52.0 48.0 100.0 
  High Burnout 16.0 84.0 100.0 
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Chapter 4: Discussion 
 
This study was the first to explore EMS as predictors of high burnout, severe 
depression and severe anxiety in the UAE among female young adults. Studies in the 
UAE regarding EMS have not yet been attempted. Thus, this study could be further 
examined and developed, so as to gain more insights into the functioning of EMS in 
the Arab world and their clinical consequences. The study offers several new insights 
for understanding the complex mechanisms of EMS and their relationship to academic 
burnout, depression and anxiety.  
Findings of the current study further the understanding of the factors related to 
academic burnout in young adults. Few studies have examined student burnout over 
time. In the current study, 60% of the respondents reported high burnout levels, which 
are consistent with international studies of burnout among both students and trainees 
(Yang, 2003; Kaeding et al., 2017).  
Which EMS are higher for those with high burnout?  
The current results support the hypothesis of the present study and the results 
of previous studies, that EMS scores would be significantly higher for individuals who 
experience high levels of burnout (Bamber & McMahon, 2008; Soleymani & 
Shahinejad, 2014; Kaeding et al., 2017). The ‘insufficient self- control/ self- 
discipline’ EMS was the only statistically significant result from the sample that could 
be endorsed for both groups of burnout.  
This finding is inconsistent with previous findings that have found a range of 
other schemas to be prevalent among individuals who experience high burnout, most 
notably, Self- sacrifice and unrelenting standards (Kaeding et al., 2017). However, the 
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high prevalence of the insufficient self- control/ self- discipline EMS is consistent with 
theoretical accounts of the nature of young adults in general and the proposition that 
individuals negotiating young adulthood face a conflict between the pursuance of their 
life goals and a tendency towards low self-control.  
Which EMS are higher for those with depression and anxiety?  
In the few studies conducted in the gulf region, high rates of depression and 
anxiety have been recorded among college students (Kronfol et al., 2018; Alansari, 
2005). The findings of this study are consistent with previous studies. Of the sample 
of female young adults, 75% and 90% reported severe symptoms of depression and 
anxiety.   
Among the 15 schemas, social isolation, defectiveness/shame, failure, 
vulnerability to harm and illness, subjugation and emotional inhibition EMS, were 
found to occur more frequently among individuals with high levels of depression. 
These schemas fall under 4 broad domains classified by Young (2003), which are 
disconnection/rejection, other-directedness, impaired autonomy, over vigilance and 
inhibition domains. 
The results obtained for depressive symptoms are consistent with previous 
research. The domain of disconnection/rejection has been associated (Lumley & 
Harkness, 2007; Van Vlierberghe et al., 2010; Calvete et al. 2005) to depression in 
adolescents and college students. The other-directedness domain provides support to 
previous research showing that schemas that imply a focus on others, such as 
sociotropy, neediness, and social- evaluative concerns, predict depressive symptoms 
(Calvete 2011; Little & Garber 2005; Rudolph & Conley, 2005). Provencher and 
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Hawke (2011) found that depressed individuals scored high in the over-vigilance 
domain, among other domains. Finally, the association among impaired autonomy and 
depressive symptoms had also emerged in previous studies (Calvete et al., 2013a, 
2013b) and is consistent with the construct of autonomy (Beck 1983). Suicidality and 
depression have been linked to EMS in previous studies cited in the literature review 
section of this study (see chapter 1). Specifically, defectiveness/shame, social isolation 
and vulnerability to harm & illness EMS have been linked to suicidal tendencies 
(Khosravani et al., 2018; Ahmadpanah et al., 2017; Dale et al., 2010; Flink et al., 
2017).  
Among the 15 schemas, Defectiveness/Shame, Failure, 
Dependence/Incompetence, Vulnerability to harm and illness, Enmeshment, 
Subjugation, Emotional Inhibition schemas, were found to be statistically significant 
to endorse symptoms of anxiety. These schemas fall under 4 broad domains classified 
by Young (2003), which are disconnection/rejection, other-directedness, impaired 
autonomy, over vigilance and inhibition domains.  
With regard to anxiety symptoms, there have not been studies linking EMS to 
anxiety on a whole. Rather there have been studies on the relationship between EMS 
and social anxiety, as well as, other anxiety related disorders. In social anxiety, the 
disconnection/ rejection and other-directedness domains have a major focus on 
interpersonal themes and include contents that are reliable with those cognitions 
identified in previous research investigating characteristics of socially anxious 
individuals (Clark & Wells, 1995; Leary, 2001; Wells, 1997). The other-directedness 
domain includes the subjugation schema, the feeling that one should suppress one’s 
preferences, decisions, desires, and emotions to avoid negative reactions in others. The 
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disconnection/rejection domain involves schemas, such as defectiveness/shame, is 
consistent with social cognitions associated with social-phobia, such as negative self-
concept thoughts and anticipatory negative evaluations (Gros et al., 2012). The 
impaired autonomy domain includes schemas such as failure, vulnerability to harm & 
illness, enmeshment and defectiveness/shame. Failure, which describes the belief that 
one has failed, will inevitably fail, or is fundamentally inadequate relative to one’s 
peers, in areas of achievement. This content is consistent with the beliefs of socially 
anxious individuals that others are more socially competent than them. They believe 
that in any social situation they will act awkwardly and are not capable of performing 
certain tasks (Turner et al., 2003).  
Research by Delattre & colleagues (2004) found that the emotional deprivation 
and dependence/incompetence EMS were activated in people experiencing anxiety. 
One study showed the dominant and specific EMS of OCD are defectiveness/shame 
and emotional deprivation schemas (Yoosefi et al., 2016). The same study found that 
defectiveness/shame and vulnerability to harm & illness EMS could explain 38 % of 
the variance of obsessive-compulsive symptoms. This schema causes one to worry and 
become very anxious about financial loss or illnesses and other catastrophic events. 
When it comes to young adults who are currently studying, these worries could relate 
to academic stressors, such as tuition fees, deadlines, examinations, etc., which are 
devastating if it renders the individual unable to function properly.  
Which EMS are significant predictors of high burnout and severe symptoms of 
depression and anxiety among female young adults? 
High Burnout: Analysis indicated that Mistrust/abuse, 
dependence/incompetence, subjugation and unrelenting standards EMS, was 
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predictive of high burnout in female young adults. There has no prior research 
specifically studying EMS and academic burnout. Thus, not much can be said about 
the consistency of the scores with previous studies. However, with burnout on a whole, 
this result was not entirely consistent with findings by Bamber & McMahon (2008) 
indicating that all EMS predicted burnout. Unrelenting standards and 
dependence/incompetence could be significantly predictive of high burnout in female 
undergraduates, in the sense that, unrelenting standards refers to, according to Young 
(2003), the belief that one must strive to meet very high standards to avoid criticism. 
In this case, striving to accomplish high grades, meet deadlines, and so on. 
Dependence/ incompetence refers to the belief that one is not able to handle every day 
responsibilities without the help of another. The constant manifestation of this schema 
could result in withdrawal from academic responsibilities and activities.  
Depression: Four of the 15 schemas predicted depression at a significant level. 
Failure, vulnerability to harm & illness, enmeshment, and subjugation EMS, are noted 
to predict depressive symptoms in this population. Failure, vulnerability to harm & 
illness, and enmeshment, are schemas under impaired autonomy domain. This domain 
refers to expectations about oneself and the environment interfering with one’s 
capacity to function successfully. The results are consistent with previous studies that 
have investigated its predictive potential (Mateos-Perez et al., 2015; Calvete et al., 
2013a; Camara & Calvete, 2012; Beck 1976, Lumley & Harkness, 2007). Subjugation 
EMS, which is a schema under other- directedness domain, has also been linked to 
predicting symptoms of depression, in studies which have included both adolescents 
and university students (Orue et al., 2014; Calvete et al., 2013a; Lumley & Harkness, 
2007). Other- directness domain refers to an extreme focus on the desire of others, at 
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the expense of one’s own needs. Several of these schemas are consistent with sense of 
loss and hopelessness (Clark et al., 1990).  
Anxiety: Defectiveness/shame, dependence/incompetence, vulnerability to 
harm & illness and enmeshment EMS, predict symptoms of anxiety. Schemas under 
the disconnection/rejection (DS) are predictive of increases in social anxiety as per 
previous studies. This domain includes the defectiveness or shame schema, which 
describes the belief that one is defective, or unwanted. The content of this schema is 
consistent with the negative perceptions of the self as a social object that socially 
anxious individuals display (Clark & Wells, 1995; Hofmann, 2007; Calvete et al., 
2013b). The domain of impaired autonomy (DI, VH and EM) consists of expectations 
about oneself and the environment that interfere with one’s perceived capacity to 
function independently (Young, 2003). This content is consistent with the beliefs of 
socially anxious individuals that they are socially awkward and are not capable (Turner 
et al., 2003). The two domains are consistent with previous studies by (Calvete & Orue, 
2008; Pinto-Gouveia et al., 2006; Calvete et al., 2013b)  
4.1 Limitations of the research 
The limitations of this study could provide suggests for further studies. This study 
only included 15 of the schemas from within Young’s Schema Model (2003). Three 
additional schemas which are present in the long form of the questionnaire are not 
included in the short version employed in the present study. This was a decision guided 
by the need for brevity and the fact that use of the long form would exponentially 
increase the number of questions. Further research could employ the long form version 
of the questionnaire which would include the 3 additional schemas to examine their 
relevance to clinical symptoms and burnout. The Oldenburg burnout inventory showed 
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low reliability with this population, (α = .45), this could be due to the small number of 
questions in each subscale or the number of participants. It could also be that some 
questions were not applicable to this population. Further research could include 
factorial analysis, to examine the use of this measure.  
 There is an additional limitation given the study’s use of self-report measures. 
While these types of measures are the norm for the assessment of the variables assessed 
in this study, they may be subject to self-report bias. For example, responses were 
collected online, using ‘Survey Monkey’, which could result in respondents skimming 
through the questions, without reading each question correctly.  
Moreover, although the YSQ-SF is a standardized approach to assess EMS and 
the OBI-SF for academic burnout, neither of these measures have yet been assessed 
for their psychometric properties in the UAE. Also, language could also be a barrier in 
this study, owing to the fact that English is a second language to most students studying 
at the UAE University. Further research could include the translation of the measures 
and should seek to determine the internal consistency of the measures in an Arab 
population. Another limitation would be that the present study used a non-clinical 
sample and focused on symptom levels. Thus, these findings may not be generalized 
to clinical samples of young adults with diagnosed depression and anxiety. 
Additionally, this study used only UAE University students, thus it could not be 
generalized to the entire UAE population.  
 The administration of the test was done just few days before the semester mid-
term exams. The looming examinations could have raised the academic stressors of 
the students resulting in such high levels of depression and anxiety, which could have 
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affected the overall projection of severity. A longitudinal study could hence give a 
more comprehensive image of the symptoms over time.   
While the UAE is still developing its strength in mental health care, the study 
could also be affected by cultural differences and stigmatization of mental health, in a 
country that is so diverse. Lastly, the study used only female participants. Further 
gender inclusive studies could promote the understanding of EMS and its contribution 
to clinical pathology and burnout, across gender.  
Despite these limitations, this study contributes to an understanding of the role 
of academic burnout, depression and anxiety in young adults.  
4.2 Treatment Modalities 
Once we have an understanding of a client’s primary schemas, treatment 
modalities such as cognitive and behavior techniques could help students cope with 
and reduce the symptoms of anxiety and depression (Hofmann et al., 2012). Schema 
therapy may be administered to offer effective strategies to target the EMS that 
increase vulnerability to burnout, given its demonstrated effectiveness in addressing 
rigid beliefs and coping mechanisms (Taylor, Bee, & Haddock, 2016). Treatment and 
prevention of depression, anxiety and academic burnout, should be focused on 
changing schema domains related to expectation of security, emotional care needs not 
being fulfilled and the need of other’s approval (Calvete et al., 2012). Interestingly, 
third- wave cognitive behavioral therapy modalities such as acceptance and 
commitment therapy, meditation, mindfulness based stress reduction, and self-
compassion training may hold promise, alongside methods that build on healthy 
resilience and coping (Finlay-Jones, Rees, & Kane, 2015; Kaslow et al., 1985; Morse, 
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Salyers, Rollins, Monroe-De Vita, & Corey, 2012; Pakenham & Stafford-Brown, 
2012).  
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Chapter 5: Conclusion 
 
5.1 Future Studies and Implications 
The potentially deleterious effects of burnout, anxiety and depression on young adults 
requires attention. Universities may consider providing specific training in burnout 
prevention and self-care practices. Students may benefit from training that emphasizes 
both the importance of self-care and the application of stress-management practices as 
a daily practice, to build future resilience and reduce the risk of burnout. 
Findings from this study may have significant implications for the 
identification of those in need and the design of preventative efforts targeted at the 
well-being of college-aged young adults. Further study could be designed with an 
adolescent population to determine whether EMS may also play a significant role in 
relation to the development of clinical symptoms and burnout in this population. There 
is scope for future studies to explore the coping styles (or coping “modes”) of young 
adults when facing symptoms of depression and anxiety. These coping styles may play 
a more definitive role in generating vulnerability to high burnout. One study could also 
focus on the efficacy of ‘Schema therapy’ using a clinical population to examine 
treatment process and prognosis. Lastly, the UAE is a culturally rich country, with 
individuals coming in from all nationalities. Exploration into the cultural differences 
in burnout among undergraduates from different countries and the effect of culture on 
the experience of burnout may be potential avenues of further study.  
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Appendix A 
 
Demographic Questionnaire 
Instructions: Read the items below and indicate the answer that best describes you or 
fill in the blank with an appropriate response where applicable.  
1. Gender:  
a. Male  
b. Female  
2. How old are you?  
a. 18-21 years  
b. 22-26 years 
3. Nationality ____________  
4. If Emirati, what Emirate are you from? ____________ Town: ____________ 
5. College: _____________ 
6. GPA:  
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Appendix B 
 
 
 
Figure 3: Showing frequency of nationality of the population 
 
 
 
Figure 4: Showing percentage of population residing in different cities in the UAE 
 
Nationalities of Population
Emirati Oman Syrian Others
City of Residence
Abu Dhabi Ras Al Khai,ah Duabi Sharjah Fujairah Ajman
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Figure 5: Showing percentage of respondents in each college 
 
 
 
 
 
 
 
 
 
Percentage of Respondents from different 
Colleges of the United Arab Emirates University
College of Science College of Humanities
College of Business College of Food and Agriculture
College of Law
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Appendix C 
Young Schema Questionnaire 
YSQ - S2 
 
Name 
___________________________________________________Date__________ 
INSTRUCTIONS: 
 
Listed below are statements that a person might use to describe 
himself or herself. Please read each statement and decide how well it 
describes you. When there you are not sure, base your answer on what 
you emotionally feel, not on what you think to be true.  Choose the 
highest rating from 1 to 6 that describes you and write the number in 
the space before the statement.   
           RATING SCALE: 
 
1 = Completely untrue of me 
2 = Mostly untrue of me  
3 = Slightly more true than untrue  
4 = Moderately true of me 
5 = Mostly true of me 
6 = Describes me perfectly  
 
1._____ Most of the time, I haven't had someone to nurture me, share him/herself 
with  me, or care deeply about everything that happens to me. 
2. _____In general, people have not been there to give me warmth, holding, and 
affection. 
3. _____For much of my life, I haven't felt that I am special to someone.  
4. _____For the most part, I have not had someone who really listens to me, 
understands me, or is tuned into my true needs and feelings.  
5. _____I have rarely had a strong person to give me sound advice or direction 
when I'm not sure what to do. 
*ed 
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6.______I find myself clinging to people I'm close to, because I'm afraid they'll 
leave me. 
7.______I need other people so much that I worry about losing them. 
8.______I worry that people I feel close to will leave me or abandon me. 
9.______When I feel someone I care for pulling away from me, I get desperate.  
10._____Sometimes I am so worried about people leaving me that I drive them 
away.  
*ab 
11._____I feel that people will take advantage of me.  
12._____I feel that I cannot let my guard down in the presence of other people, or 
else they will intentionally hurt me. 
13._____It is only a matter of time before someone betrays me. 
14._____ I am quite suspicious of other people's motives. 
15. _____I'm usually on the lookout for people's ulterior motives. 
*ma 
16. _____ I don't fit in. 
17. _____ I'm fundamentally different from other people. 
18. _____ I don't belong; I'm a loner.  
19. _____ I feel alienated from other people.  
20. _____ I always feel on the outside of groups. 
*si 
21. _____ No man/woman I desire could love me one he/she saw my defects.   
22. _____ No one I desire would want to stay close to me if he/she knew the real 
me.    
23. _____ I'm unworthy of the love, attention, and respect of others.  
24. _____ I feel that I'm not lovable.  
25. _____ I am too unacceptable in very basic ways to reveal myself to other 
people.  
*ds 
26. _____ Almost nothing I do at work (or school) is as good as other people can 
do.   
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27. _____ I'm incompetent when it comes to achievement. 
28. _____ Most other people are more capable than I am in areas of work and 
achievement.  
29. _____ I'm not as talented as most people are at their work. 
30. _____ I'm not as intelligent as most people when it comes to work (or school).  
*fa 
31. _____ I do not feel capable of getting by on my own in everyday life. 
32. _____ I think of myself as a dependent person, when it comes to everyday 
functioning. 
33. _____ I lack common sense. 
34. _____ My judgment cannot be relied upon in everyday situations. 
35. _____ I don't feel confident about my ability to solve everyday problems that 
come up. 
*di 
36. _____ I can't seem to escape the feeling that something bad is about to happen. 
37. _____ I feel that a disaster (natural, criminal, financial, or medical) could strike 
at any moment. 
38. _____ I worry about being attacked. 
39. _____ I worry that I'll lose all my money and become destitute. 
40. _____I worry that I'm developing a serious illness, even though nothing serious 
has been diagnosed by a physician. 
*vh 
41. _____I have not been able to separate myself from my parent(s), the way other 
people my age seem to. 
42. _____My parent(s) and I tend to be over involved in each other's lives and 
problems. 
43. _____It is very difficult for my parent(s) and me to keep intimate details from 
each other, without feeling betrayed or guilty. 
44. _____ I often feel as if my parent(s) are living through me--I don't have a life 
of my own. 
45. _____I often feel that I do not have a separate identity from my parent(s) or 
partner. 
*em 
46. _____ I think that if I do what I want, I'm only asking for trouble. 
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47. _____ I feel that I have no choice but to give in to other people's wishes, or 
else they will retaliate or reject me in some way. 
48. _____ In relationships, I let the other person have the upper hand. 
49. _____ I've always let others make choices for me, so I really don't know what 
I want for myself. 
50. _____ I have a lot of trouble demanding that my rights be respected and that 
my feelings be taken into account. 
*sb 
51. _____ I'm the one who usually ends up taking care of the people I'm close to. 
52. _____ I am a good person because I think of others more than of myself. 
53. _____ I'm so busy doing for the people that I care about, that I have little time 
for myself. 
54. _____ I've always been the one who listens to everyone else's problems. 
55. _____ Other people see me as doing too much for others and not enough for 
myself. 
*ss 
56. _____ I am too self-conscious to show positive feelings to others (e.g., 
affection, showing I care). 
57. _____ I find it embarrassing to express my feelings to others. 
58. _____ I find it hard to be warm and spontaneous. 
59. _____ I control myself so much that people think I am unemotional. 
60. _____ People see me as uptight emotionally. 
*ei 
61. _____ I must be the best at most of what I do; I can't accept second best.  
62. _____ I try to do my best; I can't settle for "good enough."  
63. _____ I must meet all my responsibilities. 
64. _____ I feel there is constant pressure for me to achieve and get things done. 
65. _____ I can't let myself off the hook easily or make excuses for my mistakes. 
*us 
66. _____ I have a lot of trouble accepting "no" for an answer when I want 
something from other people. 
67. _____ I'm special and shouldn't have to accept many of the restrictions placed 
on other people. 
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68. _____ I hate to be constrained or kept from doing what I want. 
69. _____ I feel that I shouldn't have to follow the normal rules and conventions 
other people do.  
70. _____ I feel that what I have to offer is of greater value than the contributions 
of others. 
*et 
71. _____ I can't seem to discipline myself to complete routine or boring tasks. 
72. _____ If I can't reach a goal, I become easily frustrated and give up. 
73. _____ I have a very difficult time sacrificing immediate gratification to achieve 
a long-range goal. 
74. _____ I can't force myself to do things I don't enjoy, even when I know it's for 
my own good. 
75. _____ I have rarely been able to stick to my resolutions. 
*is 
COPYRIGHT 2003  Jeffrey Young, Ph.D., and Gary Brown, Ph.D.  Unauthorized 
reproduction without written consent of the authors is prohibited. For more 
information, write:  Cognitive Therapy Center of New York, 36 West 44th Street, Suite 
1007, New York, NY  10036. 
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Appendix D 
Oldenburg Burnout Inventory- S English version 
1. I always find new and interesting aspects in my studies. 
2. It happens more and more often that I talk about my studies in a negative way. 
3. Lately, I tend to think less about my academic tasks and do them almost 
mechanically. 
4. I find my studies to be a positive challenge. 
5. Over time, one can become disconnected from this type of study. 
6. Sometimes I feel sickened by my studies. 
7. This is the only field of study that I can imagine myself doing. 
8. I feel more and more engaged in my studies. 
9. There are days when I feel tired before I arrive in class or start studying. 
10. After a class or after studying, I tend to need more time than in the past in order to 
relax and feel better. 
11. I can tolerate the pressure of my studies very well. 
12. While studying, I often feel emotionally drained. 
13. After a class or after studying, I have enough energy for my leisure activities. 
14. After a class or after studying, I usually feel worn out and weary. 
15. I can usually manage my study-related workload well. 
16. When I study, I usually feel energized. 
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Appendix E 
Beck Depression Inventory 
This depression inventory can be self-scored. The scoring scale is at the end of the 
questionnaire. 
 
1. 0 I do not feel sad 
 1 I feel sad 
 2 I am sad all the time and I can't snap out of it 
 3 I am so sad and unhappy that I can't stand it 
 
2. 0 I am not particularly discouraged about the future 
 1 I feel discouraged about the future 
 2 I feel I have nothing to look forward to 
 3 I feel the future is hopeless and that things cannot improve 
 
3. 0 I do not feel like a failure 
 1 I feel I have failed more than the average person 
 2 As I look back on my life, all I can see is a lot of failures 
 3 I feel I am a complete failure as a person 
 
4. 0 I get as much satisfaction out of things as I used to 
 1 I don't enjoy things the way I used to 
 2 I don't get real satisfaction out of anything anymore 
 3 I am dissatisfied or bored with everything 
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5. 0 I don't feel particularly guilty 
 1 I feel guilty a good part of the time 
 2 I feel quite guilty most of the time 
 3 I feel guilty all of the time 
 
6. 0 I don't feel I am being punished 
 1 I feel I may be punished 
 2 I expect to be punished 
 3 I feel I am being punished 
 
7. 0 I don't feel disappointed in myself 
 1 I am disappointed in myself 
 2 I am disgusted with myself 
 3 I hate myself 
 
8. 0 I don't feel I am any worse than anybody else 
 1 I am critical of myself for my weaknesses or mistakes 
 2 I blame myself all the time for my faults 
 3 I blame myself for everything bad that happens 
 
9. 0 I don't have any thoughts of killing myself 
 1 I have thoughts of killing myself, but I would not carry them out 
 2 I would like to kill myself 
 3 I would kill myself if I had the chance 
 
10. 0 I don't cry any more than usual 
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 1 I cry more now than I used to 
 2 I cry all the time now 
 3 I used to be able to cry, but now I can't cry even though I want to 
 
11. 0 I am no more irritated by things than I ever was 
 1 I am slightly more irritated now than usual 
 2 I am quite annoyed or irritated a good deal of the time 
 3 I feel irritated all the time 
 
12. 0 I have not lost interest in other people 
 1 I am less interested in other people than I used to be 
 2 I have lost most of my interest in other people 
 3 I have lost all of my interest in other people 
 
13. 0 I make decisions about as well as I ever could 
 1 I put off making decisions more than I used to 
 2 I have greater difficulty in making decisions more than I used to 
 3 I can't make decisions at all anymore 
 
14. 0 I don't feel that I look any worse than I used to 
 1 I am worried that I am looking old or unattractive 
 2 I feel there are permanent changes in my appearance that make me 
look unattractive 
 3 I believe that I look ugly 
 
15. 0 I can work about as well as before 
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 1 It takes an extra effort to get started at doing something 
 2 I have to push myself very hard to do anything 
 3 I can't do any work at all 
 
16. 0 I can sleep as well as usual 
 1 I don't sleep as well as I used to 
 2 I wake up 1-2 hours earlier than usual and find it hard to get back to 
sleep 
 3 I wake up several hours earlier than I used to and cannot get back 
to sleep. 
 
17. 0 I don't get more tired than usual 
 1 I get tired more easily than I used to 
 2 I get tired from doing almost anything 
 3 I am too tired to do anything 
 
18. 0 My appetite is no worse than usual 
 1 My appetite is not as good as it used to be 
 2 My appetite is much worse now 
 3 I have no appetite at all anymore 
 
19. 0 I haven't lost much weight, if any, lately 
 1 I have lost more than five pounds 
 2 I have lost more than ten pounds 
 3 I have lost more than fifteen pounds 
20. 0 I am no more worried about my health than usual 
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 1 I am worried about physical problems like aches, pains, upset 
stomach, or 
constipation 
 2 I am very worried about physical problems and it's hard to think of 
much else 
 3 I am so worried about my physical problems that I cannot think of 
anything else 
 
21. 0 I have not noticed any recent change in my interest in sex 
 1 I am less interested in sex than I used to be 
 2 I have almost no interest in sex 
 3 I have lost interest in sex completely 
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Appendix F 
Beck Anxiety Inventory 
Below is a list of common symptoms of anxiety. Please carefully read each 
item in the list. Indicate how much you have been bothered by that symptom during 
the past month, including today, by circling the number in the corresponding space 
in the column next to each symptom. 
  
Not 
at all 
Mildly, 
but it 
didn’t 
bother me 
much 
Moderately 
– it wasn’t 
pleasant at 
times 
Severely – 
it bothered 
me a lot 
Numbness or tingling 0 1 2 3 
Feeling hot 0 1 2 3 
Wobbliness in legs 0 1 2 3 
Unable to relax 0 1 2 3 
Fear of worst happening 0 1 2 3 
Dizzy or lightheaded 0 1 2 3 
Heart pounding / racing 0 1 2 3 
Unsteady 0 1 2 3 
Terrified or afraid 0 1 2 3 
Nervous 0 1 2 3 
Feeling of choking 0 1 2 3 
Hands trembling 0 1 2 3 
Shaky / unsteady 0 1 2 3 
Fear of losing control 0 1 2 3 
Difficulty in breathing 0 1 2 3 
Fear of dying 0 1 2 3 
Scared 0 1 2 3 
Indigestion 0 1 2 3 
Faint / lightheaded 0 1 2 3 
Face flushed 0 1 2 3 
Hot / cold sweats 0 1 2 3 
 
